HU'-U MAR I 0 195&'9's!ro1|0n District No, .

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

...Primary Registration District Ne. __

89007430

STATE FILE NUMBER

21872

1. PLASE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Resldence l:_af(ore
. COUNTY . STATE : b. COUNTY admissi
° Missouri
b. Clc'}r\" {If outside corporats limits, give TOWNSHIP only) Inside Limits . CITY lns?mns
OR
Tomw ot. Louis Ne [] TOWN St Louis Yes Ne (]
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b . STREET {If outside, give location} Reside on Farm
y. HOSPITAL O ADDRESS E/
IsTTUTion Memorial Home 2609 So Grand Ave, Yas (] Ne
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
’(Typa or print) oF
Emily Hildebrand  Matter CEATH Feb, 22, 1959
5. SEX 6. COLOR OR RACE | 7.\ ,priep[]never marriep[ ]| & DATE OF BIRTH 9. AIGEt E.“,m"'; ;i:ﬁ“ [!;:;EAR I:ol::DER 2:1‘:Rs.
- oS 1 ay -
female | shite wooweofy] 3 owvorceo[ | Jam, 5, 1880 l |

100. USUAL OCCUPATION (Give kind of work done
duting mast of working life, even if retired)

at h

ome

10b. KIND OF BUSINESS OR
INDUSTRY

none

itheeling, West

11. BIRTHPLACE {City and state or country)

Iirginia

/ 12. CITIZEN OF WHAT COUNTRY?

VST

13a. FATHER'S NAME

F.B. Hildebrand

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

Emil Katter

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yas, no, or unknawn)| (If yes, give war ar dotes of service)

Charlotte Seabright

16. SOCIAL SECURITY NO.[ 17. INFORMANT

Address

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WLV, LOIRTIGE, ol IRUST Use Only sldndard nomencdaidye |

All diseases in Port | must be causally related.

C,R. Lupton ané Sons 7233 Delmar Blv'd,

FEB 24 99

no none Mr Rny Matter 9812 Eris T Afteon 23 s
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c}.) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (o) Q&M by e T Vel 7 § e
Conditions, if any, QA Eeser) S Cerprsuy’ Casw
Condtons, 1f ent } oUE T0 () G e = L Ly,
above cause {a),
ing the undar-
z lying ceves 1sat. ? DUE TO (<} 3 3 '7£k
.3 PART Il. OTHER SIGNIFJLANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal diswase condition given in PART 1 (a) 19. gAS Acl).lTOPSY J\
h . - ERFORMED?
e fg%gﬁ/ T rcBe” Tt uCa — MU Yes[1 NOK]
£ | 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART IF of item 18.}
wr
: d O0J d
V| 20e. TIME OF Hour Month, Day, Year
a INJURY  q.m.
k1 p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, fu:!ory, sireet, office bldg., ete.)
WORK AT WORK
21. | attended the dacecsed from # Jo = /- - . to_z e )2 - 5—6! and last suw: alive on A2 -859D .
Death eccurred of £ _I‘.f 0O R, oy . m on the dote stated above; and to the bast of my knowledge, from the cavses stated.
220. SIGNATURE . {Degree or title} o) 22b. ADDRESS 22¢. PATE SIGNED
Accer e f- el — -~ S2a3 WW@' 2--2-3 -5
130, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}
EWMOAL {Specify) . - . . .
Buryaf " 2/24/59 New Pickers Cemetery St, Louis lissouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

S S A

{Licensad Embalmer’s Statemant on Revarse Side)

7 5.9



. . a

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, OF DY iiiiiiiiiiiiiieiieiner e cece i tbssaa v ene s e s e taa e s et e , Student Embalmer No. ............ccee.

working under my personal supervision.

Licensed Embalmer ojf/ .........
P. O. Address ... Mf‘h‘

Student ..o s
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




